Granuloma faciale (GF) is a rare cutaneous disorder characterized by one to several soft, erythematous to livid papules, plaques or nodules, usually occurring on the face. Extrafacial lesions are uncommon. A 52-year-old lady with multiple asymptomatic, variously sized brownish-black colored, firm, sharply circumscribed plaques resembling keloids on both cheeks and extrafacial lesions on the right arm and the right breast is presented for its unusual keloidal appearance and typical histopathological findings. She failed to respond to oral dapsone 100 mg daily administered for 3 months. Local infiltration of triamcinolone combined with cryotherapy led to only partial flattening of the lesions. All the skin lesions were excised surgically followed by flap transfer grafting on both cheeks. The cosmetic outcome was highly satisfactory.
INTRODUCTION
Granuloma faciale (GF) is an uncommon benign chronic skin disease of unknown origin characterized by single or multiple, soft, erythematous to livid papules, plaques or nodules usually occurring on the face, often with follicular accentuation and superficial telangiectasias. [1] The lesions may be asymptomatic or be associated with mild pruritus or a stinging sensation. The term granuloma faciale was first coined by Pinkus in 1952. [2] The sites of predilection are the sides of nose (30%), tip of the nose (7%), preauricular area (22%), cheeks (22%), forehead (15%) and helix of the ear (4%). [3] Extrafacial or disseminated GF has been reported but is very rare. [4] [5] [6] [7] [8] [9] CASE REPORT A 52-year-old lady presented with multiple asymptomatic, variably sized, brownish-black colored, firm, sharply circumscribed plaques varying in size from 5 mm to 4 cm over both the cheeks [ Figure 1 ], pinna of the left ear, right upper arm [ Figure 2 ] and right breast of 4 years' duration. The initial lesion developed on the left cheek. The course of the disease was gradually progressive, with development of new lesions on the right cheek, left ear lobule, right arm and right breast in that order. The follicular openings over these were exaggerated. The lesion on the left cheek showed a central depression, giving an annular appearance. There was no systemic involvement. The clinical differential diagnoses considered were keloid, discoid lupus erythematosus, nodular sarcoidosis, cutaneous leishmaniasis, granuloma annulare and erythema elevatum diutinum.
Routine hematological investigations, urinalysis and all other biochemical parameters were within normal limits. Skin biopsies were obtained from the left pinna and the right arm. Histopathological studies of the facial and extrafacial lesions showed similar characteristics. The epidermis was unremarkable. There was a narrow grenz zone of uninvolved dermis between the epidermis and the dense dermal accumulation of an inflammatory infiltrate [ Figure 3 ] comprising of neutrophils, eosinophils, monocytes and lymphocytes, thereby confirming the diagnosis of granuloma faciale [ Figure 4 ]. She was administered oral dapsone 100 mg daily for 3 months with no response. Local infiltration of triamcinolone acetonide 20 mg/ml combined with cryotherapy repeated at weekly intervals for 6 weeks led to only partial flattening of the lesions. Finally, the lesions on both cheeks were excised followed by grafting by a reconstructive surgeon. The excised tissue was subjected to histopathological examination and it reconfirmed the diagnosis of GF. The patient was satisfied with the cosmetic outcome. Follow up after 10 weeks of surgery revealed the development of a fresh nodule over the right cheek at the margin of operation scar. It was managed with intralesional infiltration of triamcinolone acetonide with satisfactory results.
DISCUSSION
The lesions of GF usually involve the nose, forehead or cheeks.
[2] Extrafacial involvement is rare and has been reported to involve the back, arms, chest, shoulders and thighs. [4] [5] [6] [7] [8] [9] Our case had involvement of the right arm and right breast in addition to the facial lesions. The keloidal appearance of the lesions in our patient There are both clinical and histological similarities between extrafacial GF and erythema elevatum diutinum (EED), and some authors suggest an association between the two conditions. [10] However, the symmetrical and acral involvement clinically, as well as the absence of Grenz zone with notable fibrosis histologically, helps distinguish EED from GF.
GF is notoriously resistant to treatment. Many different medical therapies, including topical or intralesional corticosteroids, dapsone, antimalarials, isoniazid, clofazimine and topical nitrogen mustard, have been tried with variable results. A variety of surgical procedures, like surgical excision, dermabrasion, argon laser, pulsed dye laser, [11] carbon dioxide laser, electrosurgery and cryotherapy, [12] have been used for the management of GF. Our patient failed to respond to dapsone and intralesional corticosteroids combined with cryotherapy; hence she was managed with surgical excision followed by grafting with highly satisfactory results. She is under regular follow up to detect any relapse of the skin lesions.
